graduate in London each year, as he points out. About half of them will become general practitioners but, as things are, they will not opt for London.
There is growing concern about medical care in cities, inner cities in particular. There is about to be a sharp demand for young general practitioners in London -enthusiastic, well-trained replacements for an ageing group of present incumbants.
. There are several reasons why young doctors, so many of whom are now choosing to be general practitioners, are not choosing to work in London. Among them, the relatively low priority given by London teaching hospitals to the problems of medical care in their immediate inner city neighbourhoods is important. The teaching hospitals have a chance to rectify this through their departments of general practice, but we still see two of them with no departments at all, and all but two of the remaining ten with departments starved of money and staff. All other departments of a teaching hospital regard research as an essential background for teaching. Most departments of general practice can only hope, with present resources, to carry out their teaching and service duties.
If young doctors are to enter practices in inner cities, their concern must be roused when they are students. Departments of general practice are not the only parts of teaching hospitals where this can happen, but they do have an unrivalled opportunity to demonstrate vividly the real life of their neighbourhood. What they cannot offer at present is the background of original research which will develop thinking and influence other departments within these fortresses of tradition. They have an important role. Why are they being starved of resources? JOHN HORDER Journal of Chest Diseases (in press)) though our incidence has been lower (5 definite cases in over 400 transplants). I suspect that most transplant centres have similar though unreported experience.
In one of our patients miliary tuberculosis became evident within a few months of transplantation, whilst in the others the time interval from transplantation to clinical evidence of tuberculosis ranged from 1-7 years and one developed ca vitating tuberculosis as a longterm complication of lepromatous leprosy. Two patients were ofAsian extraction. Two further patients early on in our series had been known to have had pulmonary tuberculosis in their youth and were considered quiescent at the time of transplantation. They were therefore treated with prophylactic isonicotinic acid hydrazide (INAH) and paraaminosalicylic acid and neither showed recrudescence of their disease. A further Asian patient, following a visit to Pakistan two years after transplantation, returned to this country with a pyrexia of unknown origin. No definite cause for this was discovered, but a limited course of antituberculous chemotherapy had been given and, after his death, granulomatous lesions were found in his lungs. Tubercle bacilli were never isolated.
In one of our patients the disease appeared to be confined to the lungs only and treatment with
